Background: Anticoagulation management services (AMSs) are widely used for anticoagulation management in many countries. Our AMS is a pharmacist-run ambulatory clinic with a physician advisory committee that manages patients referred with complicated anticoagulation histories. This paper assesses the adequacy of anticoagulation, rates of anticoagulant-related events and associated health care resource utilization for patients before and after referral to our AMS.
W ARFARIN THERAPY FOR THE PREVENTION
and treatment of thromboembolic diseases is safe and effective only when it is maintained within a narrow therapeutic window, as measured by the international normalized ratio (INR). 1 Failure to provide adequate anticoagulation consistently predicts thromboembolic events (e.g., stroke or pulmonary embolism), while patients who receive excessive anticoagulation are at risk of bleeding. 2, 3 The management of therapy within this narrow window is complicated by numerous factors, including drug interactions, comorbid acute and chronic diseases, diet and the variability of patients' responses to warfarin therapy.
Given the complexities of its effective delivery, it is not surprising that warfarin therapy is underused 4, 5 and often suboptimally managed. 6 Coordinated, systematic approaches to delivering this therapy, as offered by an anticoagulation management service (AMS), have improved both access to and management of warfarin therapy. 7 -12 AMSs are common in the United States and Europe, but have only recently begun to gain acceptance in Canada. Our AMS at the University of Alberta Hospital, Edmonton, was initiated in 2001 as a pilot project and is unique in the Canadian setting, as all direct patient care is provided by pharmacists who have an extended scope of practice and who work in consultation with specialist physicians. 13 In fostering an interdisciplinary care model, it was important to conduct a thorough evaluation of the impact of the AMS on anticoagulant control, clinical events and resource utilization. This paper assesses the adequacy of anticoagulation, rates of anticoagulant-related events and associated health care resource utilization for patients before and after referral to our AMS.
Methods
All patients who attended the University of Alberta Hospital AMS between April 2001 and December 2003 who were prescribed warfarin before being referred were considered for our study. To be eligible, patients had to be prescribed warfarin for at least 4 months before referral and to have continued warfarin therapy for a further 4 months or longer at the AMS. We used this criterion for patient selection rather than random assignment to avoid excluding medically complicated cases. The Human Research Ethics Board at the University of Alberta Hospital approved our research protocol.
The detailed design of the AMS program has been published previously. 13 Funded by Alberta Health and Wellness through the Health Innovation Fund, the program allows any physician practising within the Capital Health Region to refer appropriate patients for management by the AMS. Capital Health is the largest health region in Canada, encompassing approximately 1.7 million people. Patients are accepted to the AMS provided they have a legitimate indication for warfarin therapy in accordance with the American College of Chest Physician guidelines, 1 are able to attend at least one clinic appointment, can be reached for follow-up, and have the capacity (independently or through the agency of a caregiver) to understand the condition and implications of anticoagulant therapy.
Once referred to the AMS, patients receive a standardized one-on-one educational session and an information package. During this session, the patient is informed of the role of the AMS in his or her care, the need for compliance with therapy and blood tests, and the importance of contacting the AMS with any changes to his or her general health or medications that may affect the anticoagulant therapy. Further, the risks and benefits of warfarin therapy, as well as factors that may affect it (e.g., drugs, diet, alcohol), are explained. An awareness of signs and symptoms indicative of hemorrhagic and thromboembolic complications are also addressed. Anticoagulation management for the patient is assumed by the AMS after this initial visit. With each INR drawn, patients are contacted by telephone by a pharmacist, an assessment is performed, warfarin dosing instructions are given, and patients are scheduled for their next INR test date.
We assessed adequacy of anticoagulation by measuring the proportion of time patients spent within their indicated INR range (target INR ± 0.5 units) and expanded INR range (target INR ± 0.7), using the method developed by Rosendaal and colleagues. 14 In brief, this method assumes linear pharmacokinetics between INR assessments and calculates the percentage of time spent within the desired INR range. We omitted from our analysis the first 30 days of INR management at the commencement of warfarin therapy before referral and the first 30 days of INR management at the AMS, to allow for initial periods of stabilization. INR results for patients before referral were derived from the Regional Laboratory Services database. We retrieved data on events from November 2000 (6 months before the AMS accepted the first patient for management) to December 2003, while data contained within the AMS (namely INRs) continued past this interval to July 2004, allowing for a more prolonged time frame for analysis of the adequacy of anticoagulation. Only patients who had INR tests within the Capital Health Region were captured for this analysis.
We collected hospital utilization data by coding all instances of emergency department (ED) presentations and hospital admissions according to the International Classification of Diseases (ICD-9 and ICD-10). For ED visits the primary diagnosis was used, whereas for hospital stays the most responsible diagnosis was used. These ICD codes were then further classified as hemorrhagic, thromboembolic and non-anticoagulant. At the time of event classification, the management strategy (before or during AMS care) was not known. Personal health numbers were used to track health care system utilization recorded in the Capital Health Region database. Data collected included admission and discharge dates, diagnoses, length of stay in the ED (hours) and inpatient hospital stay (days), and the resource intensity weight (RIW). 15 The RIW is an indicator of typical resources consumed during a hospital stay for a given admission diagnosis. The Capital Health Region has allocated a cost of Cdn$3500 for one RIW. 15 Using this benchmark, the costs of hospital care before and during AMS care were computed. All costing information reported throughout this paper is based on the RIW.
A paired t test was used to compare the adequacy of anticoagulation before and during AMS care. Event comparisons before and during AMS care were done using log-linear (Poisson) models for correlated data (generalized estimating equation
[GEE] with exchangeable correlation matrix). This model takes into account the number of person-months of warfarin use. We used SAS version 9.1 (SAS Institute Inc. Cary, North Carolina, US) statistical software.
Results
Between April 2001 and December 2003, 388 patients were referred to the AMS. Of these, 265 were excluded from our analysis as they had fewer than 4 months of continuous warfarin therapy before AMS care. The remaining 125 patients had a mean age of 62.9 ± 15.0 years (± SD); 57.6% were male ( Table 1 ). The primary indications for warfarin were atrial fibrillation (40.0%), mechanical valve replacement (24.0%) and venous thromboembolism (19.2%).
The mean proportion of time that patients were in their indicated INR range before referral was 48.8% ± 23.6%, whereas during AMS care the time in the target INR range was 66.5% ± 16.3% (95% CI 13.4%-22.0%; p < 0.0001) ( Table 2 ). This assessment included a longer interval during AMS care as compared with the period before referral, as more data were available for the AMS care period. Using the expanded range, the adequacy of anticoagulation increased to 65.3% ± 22.3% prior to referral and 81.7% ± 12.5% during AMS care (95% CI 15.7%-21.5%; p < 0.0001).
To address the question of whether the study group of 125 patients was representative of the larger population of patients requiring anticoagulant therapy, we compared this cohort of patients with those ineligible for the analysis (n = 502), finding similar demographic characteristics and almost identical distributions of time in the therapeutic range (data not shown).
In the mean follow-up period of 10.7 months prior to AMS care, significantly more patients had ED presentations and hospital stays for thromboembolic events than during AMS care: 49.2 events/100 patient years versus 3.6 events/100 patient years (relative risk 17.6; 95% CI 6.0-51.9; p < 0.0001) ( Table 3) . Although fewer hemorrhagic ED presentations and hospital stays occurred during AMS care, this was not statistically significant.
During AMS care, patients had fewer thromboembolic, hemorrhagic and non-anticoagulant ED presentations than during their prior care and spent fewer total hours in the ED (Table 4) . Similarly, the cost of hospital stays for both thromboembolic and bleeding complications during AMS care were substantially lower ($12,765.20 v. $134,910.60).
Discussion
We demonstrated substantive improvement in anticoagulant care for patients during AMS care compared with their prior management. Patients were within their desired INR range significantly more often during AMS care and experienced fewer thromboembolic events. There was also a trend toward reduced hemorrhagic events.
Overall, AMS care substantially reduced the use of health care system resources. Patients included in this study consumed an additional 572 ED hours and $122,144.40 in hospital costs for thromboembolic and hemorrhagic events before management by the AMS. Given the average follow-up of 10.7 months before AMS care, the monthly savings conferred by AMS care for these anticoagulant-related events were 53 ED hours and $11,415.46 in hospital costs. Interestingly, there were also striking reductions in events not believed to be linked to anticoagulation therapy during AMS care, with 1225 fewer ED hours and $526,005.20 less spent in hospital costs. Although the AMS cannot claim causal inference for these non-anticoagulant related events, it is recognized that the clinic is in constant contact with these patients, and thus able to identify changes in general health and to suggest measures to mitigate progression.
The adequacy of anticoagulant control within our AMS population is comparable to other AMSs, [8] [9] [10] [11] [12] where time in the therapeutic range varies from 59% to 89%, depending on the population evaluated. Our rates may be on the lower end of this range because we receive referrals largely from subspecialists for patients with poor anticoagulant-related outcomes or those whose anticoagulation therapy has been inadequate in the past. For anticoagulation and non-anticoagulationrelated events combined, there were 4.7 events per patient year before referral, whereas during AMS care only 1.9 events per patient year occurred. Despite the impressive reduction observed under AMS care, these data highlight that each patient under AMS care still uses our acute health care system twice per year.
Rates of thromboembolic events were lower during AMS care and substantially higher before referral to our program, compared with prior studies of AMSs (rate of 4.8 events/100 patient years managed) and routine anticoagulation management (rate of 8.1 events/100 patient years managed). 16 In comparison, the rate of major hemorrhagic events was not significantly different before and during AMS care. Interestingly, our baseline rate of these events was higher than that reported in the literature for other AMSs (4.6 events/100 patients year managed), while our rates fell within that reported for routine anticoagulation management (7.4-18.0 events/100 patient years managed).
Study limitations.
There are a few limitations to this study. First, we used a before/after design for evaluation, as randomization was not feasible given the complicated nature of the cases referred to our specialty service, which was initiated as a pilot project. Second, our data are limited by the relatively small sample size: we applied strict inclusion criteria to comprehensively evaluate INR control and associated outcomes. However, as our sample demographic characteristics and INR control are similar to the broader clinic population, it is reasonable to assume that our data are reflective of our entire clinic population.
Conclusions
The findings of this study demonstrate that a pharmacist-managed anticoagulation clinic in a multidisciplinary setting offers not only safe and effective treatment, but is superior with respect to increased anticoagulantion control and decreased incidence of thromboembolic events, and shows a trend toward lower rates of hemorrhagic events. This is important in the Canadian health care context, with respect to the growing service needs of patients and physician shortages. The demonstrated improvement in care quality and cost savings justifies the development of further AMSs using this model.
